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{K 000} | INITIAL COMMENTS

A Life Safety Code Survey revisit was conducted
by the State of Tennessee Department of Health |
Division of Health Licensure and Regulations |
Office of Health Care Facilities on 07/02/2018 for
all previously cited deficiencies on 05/14/2018.
During this Life Safety Survey revisit, Creekside

| Health and Rehab was found in substantial
compliance with the requirements of the Rules of
Tennessee Department of Health Board for

| Licensing Health Care Facilities Chapter
1200-08-6 Standards for Nursing Homes and
National Fire Protection Association (NFPA) 101
Life Safety (2012 Edition).

{K 000}

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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PRINTED: 08/16/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: e COMPLETED
R
445516 B. WING 08/10/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
HEALTH AND REHABILITATION bttt
CREEKSIDE CENTER MADISON, TN 37115
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
| DEFICIENCY)
|
{E 000} | Initial Comments ‘ {E 000}
| During the emergency preparedness portion of
the life safety survey on 05/14/2018, no '
deficiencies were cited under emergency :
preparedness.
|
|
|
- |
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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A BUILDING 01 - MAIN BUILDING ComMP

DEPARTMENT OF HEALTH AND HUMAN SERWEL

ICARE & MEDICAHY SERVICED

(X1) ROV surs.'\t@-rﬁ S
IDENTIFICATION NMITMBER

( AMD PLAN ‘-E CORREG
m/ 445516

- TSTRLCT ADDRESS. CITY, STATE, ZIP CODE:
306 W DUF WEST AVE

B WING - — _ 05/14/2018

NAME OF PROVIDER OR SUPPLIER

> E DE HEALTH AND REHABILITATION CENTE
CREEKSIDE REHA ATI ENTER MADISON, TN 37115
= & SUMMARY STATEMENT OF DLFICIENCIES " PROVIDER'S PLAN OI' CORREGTION — (xg
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE | compLeTion
TAG REGULATORY OR LSC {DENTIFYING INFORMATION) AG | CROSS-RIEFERENCED TO THE APPROPRIATE DATE
! ! DEFICIENGY) -
S S SRS I .
- i K321
K 000 ! INITIAL COMMENTS ! K 000 .
: i Door closers were installed 5/28/18
! A Life Safety Code Survey was conducted by the on room 216 and 213 on
| State of Tennessee Department of Health . 5/31/18.
' Division of Health Licensure and Regulations . .
| Office of Health Care Facilities on 05/14/2018. | 2. A100% audit of the building
{ During this Life Safety Survey, Creekside Health was performed on 5/14/18
| and Rehab was found not in substantial by the Maintenance Director
| compliance with the requirements of the Rules of | to ensure all other areas
requiring automatic closing

| Tennessee Department of Health Board for
I ticensing Health Care Facilities Chapter i
' 1200-08-6 Standards for Nursing Homes and
National Fire Protection Association (NFPA) 101
| Life Safety (2012 Edition). ! 3. A monthly check of all doors
requiring self or automatic
closing devises will be
completed weekly by the
Maintenance Director for a
period of (1) month then
monthly for (2) additional
months June — August 2018
to ensure compliance

-~——gleviseswere present as
required.

i * All penetrations requiring Fire Stop shall be

| repaired in accordance with a tested and

| approved Fire Stop System meeting the

' requirements of the UL (Underwriters Laboralory) |
assembly to which the Fire Stop is being applied.

' The system used shall be recorded and

| documentation shall be maintained for the fife of |

the installation. f with F321.
|
| . . ! The Maintenance Director
| * Al damaged, painted, or corroded sprinklers i Was in-serviced on the '
! shall be replaced in accordance with NFPA 25, Requirements noted on |
| Standards for the Inspection, Testing, and ; ' the 2567 on 5/28/18 f
’ |

| Maintenance of Water-Based Fire Protection
! syStems (2011 Edition). ) 4, The results of the weekly &
K 321 | Hazardous Areas - Enciosure K321 L
! . ! monthly audits will be presented
SS=D | CFR(s): NFPA 101 ! in the monthly Quality Assurance
|: Hazardous Areas - Enclosure l | m.eetmg © as§ure comp'iance [
‘ Hazardous areas are protected by a fire barrier | vih thelieqilie ments of F2: {
having 1-hour fire resistance rating (with 3/4 hour | | ftinesAUEUSE J0S: 1
fire rated doors) or an automatic fire extinguishing | ! e, ATy S SNCEGEFOMENEE .-
system in accordance with 8.7.1 or 19.3.5.8. i | IlpIEVEMENFOMMILIES VCll inclige |
When the approved automatic fire extinguishing | ! but not be limited to the following: |
| .
i

J system opti u-%ed the areas shall be |

o A . o |

_ABORATORY DIRECT OR‘?Q( PRd\lD[!Ru YHEIER REPRESENTATIVE'S SIGNATURE TITLE :xa;y‘rc h
d that

\ny deficiency statement ending willl arf asieNs 05 a deficiency which the institution may be excused from correcting providing it is detgfrmint
ither safeguards provide sufficient prjtetticg¥idthe patients (See instructions.) Except for nursing homes, the findings slated above are disclosable 90 days
cllowing the date of survey whelher ofn plan-of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
lays following the date these documents #fe made available to the facility If deficiencies are cited, an approved plan of correction is requisite to continued

wogram parlicipation
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DEPARTMENT OiF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES ) OMB NO._ 0938-039
YA CRENT OF DEFIGIENCIES (X1} PROVIDERSUPPLICRICH IA (X2) MULTIPLE CONSTRUG HION (X3) DAL SUBVEY
AND ['LAN OF CORRI CTION IDENTIFICATION NUMBER A BUILDING 01 - MAIN BUILDING
445516 BWNG 05/14/2018
NAME OF PROVIDER OR SUPPLIER o T | STREET ADDRESS, CITY, STATE, ZIF CODE
SREEKSIDE HEALTH AND REHABILITATION CENTER 06 IViDIIE WESTRAYE
CREEKS B MADISON, TN 37115
T @y | SUMMARY STATEMENT OF DCTICIENCIES o PROVIDER'S PLAN OF CORRECTION  xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ! COMPLETION
TAG REGUIATORY OR LSC IDENTIFYING INFORMATION) G | CROSS-REFERENCED TO THE APPROPRIATE | OATE
i v DEFICIENCY) {
—— | _ il —— e e -
K 3211 Continued From page 1 ! K 321" Administrator, Medical Director,
. separated from other spaces by smoke resisting Director of Nursing, Unit Managers,
! Business Office Manager, Social Services

. partitions and doors in accordance with 8.4.
i Doors shall be self-closing or automatic-closing
«and permitled to have nonrated or field-applied | i
i protective plates that do not exceed 48 inches | Director.
{ from the bottom of the door. | ! |
! Describe the floor and zone locations of !
{ hazardous areas that are deficient in REMARKS. | |
|
|
|

Director, Dietary Manager, Housekeeping
& Laundry Director, and Maintenance i

1 19.3.2.1,19.3.569 |
PSR = A ———

i Area Automatic Sprinkler .
Separation N/A i
' a. Boiler and Fuel-Fired Heater Rooms v |
+ b. Laundries (larger than 100 square feet) , i
: ¢. Repair, Maintenance, and Paint Shops i i
d. Soiled Linen Rooms (exceeding 64 gallons)
i e. Trash Collection Rooms |
(exceeding 64 gallons) | _- f
« f. Combustible Storage Rooms/Spaces | - :
: (over 50 square feet) ; '
| g. Laboratories (if classified as Severe |
f Hazard - see K322) |
' This REQUIREMENT is not met as evidenced !
| by:
: Based on observations, the facility failed to
 maintain hazardous areas.

|
. The findings included: |
|

 Observations on 05/14/20188 between 10:50 AM |
(- 10:53 AM, revealed the following medical , |
| records storage area doors were not equipped | |
! with self-closers: |
la. Room 216

| b. Room 219 * il

{ NFPA 101, 19.3.2.1.3 (2012 Edition) { |

E _ . . |

| The maintenance assistant was present when 1‘ | I

| these deficiencies were identified, and were later | | | |
Facility 1D: TN1939 If continuation sheet Page 2 of 6
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DEPARTMENT OF HEALTH AND HUMAN SERVICES Y ORM APPROVE
CENTERS FOR MEDICARE 8 MEDICAID SERVICES. __OMBNO. 0938039
DATE SURVLY

X3

(23 MULTIPLE CONSTRUCTION

SIATUM S OF OCVICIHTNCICS PPHURICLIA
AND PLAN OF CORBECTION THON NUMBLENR A BUILOING 01 - MAIN BUILDING COMPLETED
445516 BWNG e i 05/14/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
. . 306 W DUE WEST AVE
CREEKSIDE HEALTH AND REHABILITATION CENTER MADISON, TN 37115
T 10 | SUMMARY STATEMENT OF DEFICIENCIES FEN “PROVIDER'S PLAN OF CORRECTION | ()
BREFIX ! (EACH DEFICIENCY MUST BF PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CORILETION
T™we REGUIATORY OR LSC IDENTIFYING INFORMATION) ‘TAG | CROSS-REFERENCED TO THEAPPROPRIATE | DAIE
! ! DEFCIENCY) !
| [ K353
K 321 | Continued From page 2 | K 321 !
| acknowledged by the administrator during the exit | 1:  The sprinkler head noted in room
| conference on 05/14/2018. | 19 has been cleaned to remove i
K 353 ! Sprinkler System - Maintenance and Testing ‘ K 353 dust and paint. 5/28/18
gs=p | CFR(s): NFPA 101 { f
.l | | 2. A100% inspection of all sprinkler |
| Sprinkler System - Maintenance and Testing : heads was performed by the !
' Automatic sprinkler and standpipe systems are Maintenance Director to ensure i
| inspected, tested, and maintained in accordance all sprinkler heads meet the .'
. with NFPA 25, Standard for the fnspection, r requirements of K353 from f
| Testing, and Maintaining of Water-based Fire | © 7 TT5714718 thiough 5/18/18. |
I protection Systems. Records of system design, J : |
maintenance, inspection and testing are ' 3. A monthly check of all sprinkler |
.: maintained in a secure location and readily : heads will be performed ;
I available. . weekly by the Maintenance !
| a) Date sprinkler system last checked | i Director for {1) month then .
| . — i monthly for (2} additional |
; b) Who provided system test E ) months June — August 2018 ;
E . to ensure compliance i
c) Water system supply source ' L with K353. !
- - - - The Maintenance Directot |
é Provide in REMARKS m_formatlon on coverage for was in-serviced on the ;
. anytnon—requlred or partial automatic sprinkler requirements noted on ]
| system. . i
675, 0.7.7. 9.7.8, and NFPA 25 | i |
| This REQUIREMENT is not met as evidenced | 4 The results of the weekly & |
; by: | rnonthly audits will t')e presented :
' Based on observations, the facility failed to | ¢ Inthemansiily Quality Ssuwnee ,'
| maintain the sprinkler system. , ! meeting to assure compliance i
| { [ with the requirements of K353. )
The finding included: | | June — August 2018. .
| | The Quality Assurance Performance H
[ Observation on 05/14/2018 at 10:08 AM, revealed : Improvement Committee will include !
i a painted sprinkler in first closet of room 19. :' but not be limited to the following: i
1 NFPA 101, 19.3.5.1 (2012 Edition), NFPA 101, | Administrator, Medical Director, .'
Director of Nursing, Unit Managers, |
|

1 9.7.5 (2012 Edition), NFPA 25, 5.2.1.1.1 (2011 :

’ Edition) NFPA 25, 5.2.1.1.2 (2011 Edition) i Business Office Manager, Social Services

H | Director, Dietary Manager, Housekeeping
| | & Laundry Director, and Maintenance

! The maintenance assistant was present when the
! Director.

|
| !
ZORM CMS-2567(02-99) Previous Versions Obsolete Event 10: Z0VV21 Facility 1D: TN1939 If continuation sheet Page 3 of 6
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GENTERS FOR MEDICARE & MEDICAID SERVICES
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FORM APPROVEL
LA NO. 0838-039

K 920 | Electrical Equipment - Power Cords and Extens
ss=D | CFR(s): NFPA 101

Electrical Equipment - Power Cords and
Extension Cords

l The maintenance assistant was present when the/
E
l

Director of Nursing, Unit Managers,

| Business Office Manager, Social Services
Director, Dietary Manager, Housekeeping

& Laundry Director, and Maintenance
{ Director.

ORM CMS-2567(02-99) Previous Versions Obsolele Cvent ID: 20VV21

Facility 1D: TN1939

(Xay DATE SUinvE Y

STATEMENT QF BETICIENCIES X1y PROVIDERISUPPLIIIRICLIA (X2} MUETHPLE CONSTRUCTION
AND PLAN I CORRECTIC TIFICATIGN NUMBER: A BUILDING 01 - MAIN BLILDING COMULE VI
445516 R L & S — - 05/14/2018
NAME OF PROVIDER OR SUPPLIER B T [ STREETADDRESS, CITY, STATE. ZIP CODE T
_ 306 W DUE WEST AVE
CREEKSIDE HEALTH AND REHABILITATION CENTER MADISON, TN 37115
x> | SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORRECTION P
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFIX (EACH CORRECTIVE ACTION SIHOULD BE COMPLETION
ag | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) _
L —_ = — — - —
. _ ' .1 K918
K 353( Continued From page 3 ! K 353!
| deficiency was identified, a}n_d was Iater‘ | | 1. The electrical cord located in 5/28/18
. acknowledged by the administrator during the exit | the media room was replaced
| conference on 05/14/2018. i : on 5/14/18. |
K 919 | Electrical Equipment - Other LK 919 ‘ -
55=D é CFR(s): NFPA 101 : rf | A 100% audit of the building r
| ! .' was performed from 5/14/18 ;
' Electrical Equipment - Other f ! through 5/18/18 to ensure i
_l List in the REMARKS section any NFPA 99 ‘ no additional power cords
| Chapter 10, Electrical Equipment, requirements | were improperly modified.
| thal are nol addressed by the provided K-Tags, | 3. Amonthly check of the
but are deficient. This information, along with the | building will be performed
| applicable Life Safety Code or NFPA standard weekly by the Maintenance l
| citation, should be included on Form CMS-2567. | Director for (1) manth thes [
 Chapter 10 (NFPA 99) _ | | monthly for (2) additional |
| This REQUIREMENT is not met as evidenced | months June - August 2018 5
| by: . ) J to ensure compliance
i Based on observations, the facility failed to f | with K919, '
‘ maintain electrical equipment. ! The Maintenance Director \
[ S was in-serviced on the
| The finding included: . 58 difements notebon ..
1. Observation on 05/14/2018 at 10:32 AM, | the 2567 on 5/28/18. |
revealed a modified electrical cord (spliced and | =
electrical taped) on the sump pump in the media ' 4 The results of the weekly & |
room. " I monthly audits will be presented !
NFPA 101, 19.&_‘)11.1 (2012 Edition), NFPA 101, i[ | in the monthly Quality Assurance =
‘ ggii?of12)012 Edition), NFPA 70, 110.12 (2011 .l meeting to assure compliance |
_' with the requirements of K919,
l | June — August 2018. |[
deficiency was identified, and was later f Tlhe Quality Atsscuranc? Perfo:rlnanced
| acknowledged by the administrator during the exit | MEICVETENt COMMEES FllEJCe
conference on 05/14/2018. | but n.o‘t be limited t.o thefollowmg:
Administrator, Medical Director,

If continuation sheet Page 4 of 6
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MEDICARE & MEDICAID SERVICES

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER

CENTI RE FOR
SIATEMENT OF DEFICENCIES
AND PILAN OFIF CORRECTION

445516

NAME OF PROVIDER OR SUPPLIER ) )

CREEKSIDE HEALTH AND REHABILITATION CENTER

SUMMARY STATEMENT OF DEFICIENCIES

X4) (D
p(RE)F,X f (EACH DEFICIENCY MUST BE PRECEDED BY FULL
e | REGULATORY OR LSC IDENTIFYING INFORMATION) i

[ENENTE 3 I O R AP IByav)
FORM APPROVE

OMB NO 08480 3¢
(X2) DATY

(X2) MULTIPLL CONSTRUCTION
A. BUILDING 01 - MAIN BUILDING

05/14/2018

B WING _
| STREET ADDRESS, CITY, STATE, 2IP CODE

306 W DUE WEST AVE
MADISON TN 37115

PROVIDER'S PLAN OFF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY)

(X5}
| COMPLET|OA
DATE

s = T

K 920 | Continued From page 4
| Power strips in a patient care vicinity are only i
| used for components of movable :

patient-care-related electrical equipment

(PCREE) assembles that have been assembled
I by qualified personnel and meet the conditions of !
[ 10.2.3.6. Power strips in the patient care vicinity |
' may not be used for non-PCREE (e.g., personal |

| electronics), except in long-term care resident f

i rooms that do not use PCREE. Power slrips for |

| PCREE meet UL 1363A or UL 60601-1. Power |

strips for non-PCREE in the patient care rooms |
| (outside of vicinity) meet UL 1363. In non-patient |

[| care rooms, power strips meet other UL :

| standards. All power strips are used with general !

- precautions. Extension cords are not used as a

| substitute for fixed wiring of a structure.

i Extension cords used temporarily are removed

i immediately upon completion of the purpose for

i which it was installed and meets the conditions of |

| 10.2.4.

1| 10.2.3.6 (NFPA 99), 10.2.4 (NFPA 99), 400-8 !

| (NFPA 70), 590.3(D) (NFPA70), TIA 12-5

| This REQUIREMENT is not met as evidenced

by:

! Based on observations, the facility failed to

l maintain electrical equipment.

1
[ The findings included:

| 1. Observations on 05/14/2018 between 9:38 AM |
- 10:35 AM, revealed personal equipment
plugged into medical grade power strips in the
following locations:
a. Room 37

b. Room 112
NFPA 99, 10.2.3.6 (2012 Edition)

2. Observations on 05/14/2018 between 10:10 J
AM - 10:20 AM, revealed extension cords in the |

K920

. The personal equipment plugged

Into medical grade power strips in i
Room 37 & 112 were unplugged !
From the medical grade power |
strips and plugged into UL 1363
grade power strips on 5/14/18.

5/28/18

The extension cords located in
Room 20 and Room 5 were
" " removed on 5/14/18.

The unapproved power strips i
located in Room 3 and Room 217
were removed on 5/14/18.

A 100% audit of the building

was performed from 5/14/18
through 5/18/18 to ensure

no additional personal equipment
was plugged into a medical grade
power strip, no extension cords

i were present, and no unapproved
power strips were located in the
building,

A monthly check of the |
building will be performed '
weekly by the Maintenance
! Director for (1) month then
I monthly for (2) additional

months June — August 2018
to ensure compliance [
with K920. '
The Maintenance Director |
was in-serviced on the |[
| requirements noted on .I
| the 2567 on 5/28/18. ]

Facility 1D: TN1939 If continuation sheet Page 5 of 6
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LN A O S R R AT

I‘EPAF\’T MFNT OF HEAL'I H /\ND HUM/\N SFRVICF S - ORM Appqovp
i 0 SE RVJ( . o i HMH NO 0Y938-03¢
(X2) MULTIPLE CONSTRUCTION ;
A BUILDING 01 - MAIN BUILDING

/\H MLz N’ C

/\NT‘F'l/\N or ¢ N
R LAY (R _ 05/14/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE -
306 W DUE WEST AVE
CREEKSIDE HEALTH AND REHABILITATION CENTER MADISON, TN 37115
XD SUMMARY STATEMENT OF DEFICIENCIES BT " PROVIDER'S PLAN OF CORRECTION e
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD RE COMPLETION
TG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE J DATE
| DEFICIENCY) |
K920 Com”,wec' From page 5 K 920: 4. The results of the weekly & f
; following patient rooms: monthly audits will be presented
i a. Room ,2_0 in the monthly Quality Assurance
*b. Room 5 . i i meeting to assure compliance
: NFPA 99, 10.2.4.2.2 (2012 Edition) _ ' with the requirements of K920,
. ! June — August 2018.
! 3. Observations on 05/14/2018 between 10:24 ! The Quality Assurance Performance !
AM j 1.0:48 2, re_vealed‘ unapproved power Improvement Committee will include |
I strips in the following patient rooms: but not be limited to the following:
;@ eS8 B (mufttple pawe strips) : Administrator, Medical Director,
i b-Room 217 - - f | -  Nursing. Unit Ma
[ NFPA 99, 10.2.3.6 (2012 Edition) | , R o |
: | Business Office Manager, Social Services |
' The maintenance assistant was present when | Director, Dietary Manager, Housekeeping |
these deficiencies were identified, and were later g‘i:::t'::rv Director, and Maintenance |

| acknowledged by the administrator during the exit ;
| conference on 05/14/2018.

i
| .‘ f B
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